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attention over several decades, much of which has documented the adverse 
consequences of maltreatment on developmental status and psychological 
adjustment. This section focuses on using comprehensive reviews (e.g., Briere & 
Runtz, 1991; Browne & Finkelhor, 1986; Cicchetti & Toth, 1995). Consideration is 
also given to protective factors which contribute to positive outcomes following 
childhood trauma and populations within which childhood trauma is particularly 
prevalent. 
The third and main section examines how these two fields have been drawn 
together, by providing a detailed review of literature focusing on factors contributing 
to  resilience  in  individuals  exposed  to  childhood  trauma.  This  section  utilised  a 
formal literature search strategy using electronic bibliographic databases and specific 
search terms in order to identify relevant literature. Although past research on the 
adverse  consequences  of  childhood  trauma  has  largely  ignored  the  diversity  in 
adaptation among this population, literature is emerging that indicates some children 
and  adults  demonstrate  relatively  positive  adjustment  and  even  competent 
functioning despite such negative experiences.   
Finally, ways in which the literature on resilient functioning in individuals 
maltreated as children can be improved are discussed. Clinical implications are also 
presented  by  considering  how  knowledge  about  resilience  in  the  presence  of 
adversity  can  inform  prevention  interventions  and  promotion  of  resilience. 
Consideration is also given to the gaps in current knowledge and suggestions for 
further research are proposed. 19 
 
Garmezy, 1990; Zigler & Glick, 1986). Research can be traced back to investigations 
about exposure to extreme stress and poverty, and to the functioning of people 
exposed to childhood trauma (Cicchetti, Rogosch, Lynch, & Holt, 1993; Garmezy & 
Streitman, 1974; Rutter, 1979). Such evidence indicated that a proportion of children 
thrive despite their at-risk status, which has subsequently driven empirical efforts 
aimed at understanding the variety of individual responses to adversity (Luthar et al., 
2000). 
Scientific interest has burgeoned over the past 20 years becoming 
increasingly more sophisticated since its inception (Cicchetti, 2003).  However there 
is a paucity of research taking a biological and genetic perspective, with the majority 
coming from a psychosocial perspective, and single rather than multiple levels of 
analysis. Furthermore, most of the available research has focused on defining broad 
protective factors, despite the need to move beyond this to underlying protective 
processes (Luthar et al., 2000).   
  Luthar and Zelazo (2003) provide a succinct review of the evidence from a 
variety of studies on resilience highlighting salient protective factors from a diverse 
set of at-risk groups. Early research on resilience led to the delineation of a triad of 
‘protective factors’ (Garmezy, 1993, p. 132), implicated in the development of 
resilience: 1) child attributes, 2) aspects of their families, and 3) characteristics of 
their wider social environment. 
In terms of child attributes, protective factors that have consistently emerged 
include: above-average intelligence; internal locus of control; good coping skills; and 
an easy going temperament (Garmezy, 1993; Luthar & Zelazo, 2003). Other factors 
that may promote resilience through limiting the extent of risk might include, for 
example, avoiding maladaptive coping strategies such as using drugs and alcohol as a 20 
 
way of coping with negative experiences, or escaping negative family environments 
through early marriage or pregnancy (Rutter, 1999).   
Positive experiences may also have a role in promoting resilience, 
particularly if they directly counter or compensate for some risk factor (Rutter, 
1999). A child’s cognitive and emotional response to a situation may also impact 
upon resilience as a result of individual differences in perceptions of negative 
experiences. As such, cognitive processing may also have a role in determining 
whether individuals are able to successfully adapt in spite of significant adversity 
(Rutter, 1999).  
Such individual attributes however may be less powerful than environmental 
factors (i.e., the family and community) in promoting and sustaining resilience 
(Cauce, Stewart, Domenech Rodriguez, Cochran, & Ginzler, 2003).  In terms of 
family characteristics, the most consistent protective factors emerging from empirical 
investigations include: a responsive, supportive, and functional early family 
environment; good quality parenting; and a strong attachment to a supportive adult 
(Luthar & Zelazo, 2003). 
With regard to characteristics of the wider social environment, evidence 
demonstrates the protective effects of having supportive and cohesive neighbours 
and a sense of community belonging, as well as factors directly impacting on 
children, such as interventions fostering school readiness, involvement in structured 
afterschool activities, and engagement with prosocial peer groups (Garmezy, 1993; 
Luthar & Zelazo, 2003). In addition, Wolkow and Ferguson (2001) highlight support 
from caring adults in the community (e.g., teacher, neighbour or family member) as a 
key protective factor. 25 
 
The harsh, unsupportive, unresponsive parenting experienced by maltreated 
children also obstructs the development of autonomy, intrinsic motivation, and 
internalisation, which are developmental tasks that follow attachment and self-
regulatory processes (Harter, 2003).  Disturbances in autonomy and self-
development such as internalising symptoms (e.g., somatic complaints, depressive 
symptoms and suicidal ideation; Kolko, 1992; McGee, Wolfe, & Wilson, 1997), 
lower self-esteem (Gross & Keller, 1992), increased hopelessness; and external locus 
of control (Cerezo & Frias, 1994) are all evident in maltreated children.   
The transition to school is another salient task within which parental 
involvement and self-regulation abilities are important for success (Shonk & 
Cicchetti, 2001).  It is likely that maltreated children struggle with this transition. In 
fact, such children are less ready to learn (Hoffman-Plotkin & Twentyman, 1984), 
have poor work habits (Erickson, Egeland, & Pianta, 1989) are more likely to require 
special education services support (Shonk & Cicchetti, 2001), and are at greater risk 
of premature termination of education (Leiter & Johnsen, 1997).   
Another critical task is the establishment of positive peer relationships. 
Abused children are disadvantaged because the quality of the parent-child 
relationship plays a central role in their ability to develop good peer relations 
(Cicchetti, Lynch, Shonk, & Manly, 1992) which are also predictive of subsequent 
adjustment (Parker, Rubin, Price, & DeRosier, 1995).  It is therefore not surprising 
that abused children are less socially skilled (Darwish, Esquivel, Houtz, & Alfonso, 
2001), less liked by peers (Haskett & Kistner, 1991), have disturbances in social 
information processing (Dodge, Pettit, Bates, & Valente, 1995), and exhibit higher 
rates of aggression and other externalising problems (Jaffee, Caspi, Moffitt, & 
Taylor, 2004), putting them at risk for social maladjustment and peer rejection. 27 
 
behavioural control difficulties evident in adulthood. Childhood trauma has been 
associated with antisocial personality disorder (Luntz & Widom, 1994) and high-risk 
health behaviours in adults, such as eating disorders (Rorty & Yager, 1996; Waller, 
1994), substance misuse (Gilbert et al., 2009; Kendler et al., 2000), risky sexual 
behaviours (Gilbert et al., 2009), suicidality and other self-injurious behaviours 
(Briere & Gil, 1998; Romans, Martin, Anderson, Herbison, & Mullen, 1995), 
criminal activity (Gilbert et al., 2009), and re-victimisation (Coid et al., 2001). 
Cognitive models propose that assumptions about the self, others, and the 
world/future are based on childhood learning (Beck, 1979). For children who 
experience maltreatment, assumptions and self-perceptions become distorted, leading 
them to over-estimate potential danger or adversity and under-estimate self-efficacy 
and self-worth (Briere, 1992).  Such cognitive dynamics distort a child’s perception 
to the degree that they continue to experience the world as hostile and traumatic 
(Finkelhor & Browne, 1985). Childhood trauma has been associated with cognitive 
factors such as guilt, low self-esteem, and self-blame, (Jehu, 1988) and dysfunctional 
attributes in adulthood (Gold, 1986). Dissociation
2 is also a key feature in individuals 
who have experienced child abuse and neglect (Cook et al., 2003). This tends to 
include disengaging, detachment or numbing, out of body experiences, and 
repression of abuse-related memories (Briere, 1992) and in extreme forms 
dissociative identity disorder (DSM-IV: APA, 1994). There is some evidence of an 
association between CSA and dissociation (Briere & Runtz, 1991; Chu & Dill, 
1990). 
In addition to impaired self-development, disturbed relatedness, and insecure 
attachment patterns, a continued sense of self as ineffective and unlovable can lead to 
                                                 
2 Defined as “defensive disruption in the normally occurring connections among feelings, thoughts, 
behaviour, and memories, consciously or unconsciously invoked in order to reduce psychological 
distress” (Briere, 1992, p. 36). 29 
 
  In terms of abuse-specific protective factors, parental support, secure parent-
child attachments, and authoritative parenting within the context of a flexible 
organised communicative family are importance particularly in cases of extra-
familial sexual abuse (Carr, 1999). With regards to intra-familial abuse, one 
particular protective factor is the insistence by the non-abusing parent that the 
abusing parent leave home and engage in treatment and have no unsupervised 
contact with the child (Bentovim, Elton, Hildebrand, Tranter, & Vizard, 1988). 
  The social network surrounding an abused child can also offer some 
protective element; children offered high levels of social support tend to show better 
adjustment (Putnam, 2003). Furthermore, treatment systems can offer a protective 
mechanism particularly through reducing the risk of further abuse and enhancing the 
possibility of positive changes within a child’s psychosocial environment therefore 
reduce long-term maladjustment (Carr, 1999). 
  Possessing coping strategies has also been highlighted as important for the 
long-term mental health outcomes of maltreated children. It has been proposed that 
coping strategies represent defence mechanisms for individuals who have 
experienced abuse and neglect, and such protective responses either function to 
heighten, limit, or block perceptions of reality as a way of coping with their 
experience (Vaillant, Bond, & Vaillant, 1986).  
Certain coping strategies have been associated with promoting positive 
outcomes while others have been linked to greater functioning deficits and more 
severe psychopathology (Cook et al., 2003). Strategies such as denial, dissociation, 
emotional suppression, minimisation, aggression, and avoidance have consistently 
been linked to greater psychological symptoms for both children and adult survivors 
of child abuse (Long & Jackson, 1993; Sigmon, Greene, Rohan, & Nichols, 1997; 35 
 
positive adaptation (Masten et al., 1990).  Research into such factors in at-risk 
children has emerged in recent decades indicating a variety of attributes and 
experiences which contribute to competent adaptation.   
The following section reviews literature focusing on factors determining 
resilience to childhood trauma, organised according to the triad of protective factors: 
1) child attributes; 2) aspects of their families; and 3) characteristics of their wider 
social environment (Garmezy, 1993). It is important to note that such a distinction is 
somewhat artificial because a child’s attributes are influenced by their family and 
wider social environment and such child attributes in turn shape family and social 
contexts through reciprocal and transactional influences (Cicchetti & Toth, 1997).  37 
 
age 39.4 years  cognitive style, and inner-directed locus 
of control  
Herrenkohl 
et al., (1994) 
Maltreated   Adolescents 
aged 15-21 
years 
Resilience measured as high-functioning, 
according to behavioural ratings (by 
teachers) of academic, social, emotional 
and physical functioning 
Average intellectual ability, absence of 
physical abuse, presence of at least one 
stable caretaker throughout childhood 
Spaccarelli 
and Kim 
(1995) 
Sexually 
abused 
Girls aged 10-
17 years 
Resilience measures as maintenance of 
social competence and absence of clinical 
levels of symptomatology 
Parental support and level of abuse-
related stress  
Himelein and 
McElrath 
(1996) 
Sexually 
abused 
(non-abused) 
Women 
abused as 
children, mean 
age 18 years  
Resilience measured by healthy 
adjustment according to measures of 
psychological health and well-being 
(including absence of distress)  
Study 1: a cognitive style of positive 
illusion which may be highly adaptive in 
spite of abuse 
Study 2: four cognitive coping strategies - 
disclosing and discussing, minimisation, 
positive reframing, and refusing to dwell 
on the experience  38 
 
Cicchetti and 
Rogosch 
(1997) 
Maltreated  
(vs non-
maltreated) 
Children aged 
6-11 at 
baseline 
(longitudinal 
study) 
Resilience measured by composites on 
seven domains of adaptive functioning 
(see: Cicchetti et al., 1993)   
Ego-resilience, ego-over control (i.e., 
self-confidence) and positive self-esteem  
Liem et al., 
(1997) 
Sexually 
Abused (vs 
non-abused) 
Undergraduate 
students age 
16-65 years 
Resilience measured by a combination of 
absence of depression/anxiety and 
presence of positive self-esteem 
Internal locus of control, being less self-
destructive and having fewer stressful 
childhood family events  
Hyman and 
Williams  
(2001) 
Sexually 
abuse 
Women 
abused as 
children aged 
18-31 years 
Resilience measured by a composite score 
from 13 variables which represented five 
domains of resilient functioning: 
psychological well-being, good health, 
successful interpersonal relationships, 
absence of arrests as an adult, and 
economic well-being 
Growing up in a stable family, graduating 
from high school, and absence of incest, 
physical force as part of sexual abuse,  
arrested as a juvenile, and revictimisation 
Henry   Maltreated  Adolescents  Not detailed  Loyalty to parents, normalizing of the 39 
 
(2002)  aged 13-20 
years 
abusive environment, invisibility from the 
abuser, self value, and a future view  
Flores et al., 
(2005) 
Maltreated  
(vs non-
maltreated) 
Children mean 
age 8.68 years 
 Resilient functioning measured by 
composites on nine aspects of adaptive 
functioning including prosocial and 
cooperative behaviour, aggression and 
fighting, withdrawal, disruptive 
behaviour, shyness, and internalising and 
externalising problems 
Ego-resiliency, ego-control, and 
interpersonal relationship features  
Bogar and 
Hulse-
Killacky 
(2006) 
Sexually 
abused 
Women 
abused as 
children, 
currently aged 
30+ years 
Resilience measured by self-perception 
regarding ability to maintain stable 
relationships, pursue and maintain career, 
volunteer or leisure interests, feeling 
content, and believing life had meaning 
Determinants of resilience: 
interpersonally skilled, competent, high 
self-regard, spiritual, and helpful life 
circumstances 
Process of resilience: involved, coping 
strategies, refocusing and moving on, 
active healing, and achieving closure 40 
 
Cicchetti and 
Rogosch  
(2007) 
Maltreated  
(vs non-
maltreated) 
Children age 
6-12 years 
Resilience measured by composites of 
resilient functioning on multiple domains 
(consistent with Cicchetti & Rogosch, 
1997; Cicchetti et al., 1993) 
Adrenal steroid hormones (i.e., high 
morning levels of cortisol and an atypical 
rise in DHEA from morning to afternoon 
contribute to higher resilient functioning, 
in addition to ego-resilience and ego-
control  
Collishaw et 
al., (2007) 
Physical and 
Sexual abuse 
(vs non-
abused) 
Children aged 
14-15 years 
and 42-46 
years 
Resilience defined as no mental health 
problems in adult life 
Parental care, adolescence peer 
relationship and adult friendship quality, 
and stability of adult love relationships 
Curtis and 
Cicchetti 
(2007) 
Maltreated  
(vs non-
maltreated) 
Children aged 
6-12 years  
Resilience measured by composites on 
multiple adaptive functioning domains 
(consistent with Cicchetti & Rogosch, 
1997; Cicchetti et al., 1993) 
EEG asymmetry in central cortical 
regions (biological indictor of emotional 
regulation) 
DuMont et 
al., (2007) 
Maltreated 
(vs non-
Cases of abuse 
and neglect 
Resilience defined according to eight 
domains of functioning (education, 
Growing up in advantaged neighbourhood 
combined with a high cognitive ability 51 
 
experiencing fewer stressful family events during childhood. Whilst growing up in 
an advantaged neighbourhood, being able to find emotional support outside the 
family, having good interpersonal skills, and having a religious-based support 
network are protective factors within the wider social environmental. These family 
and social factors are also not dissimilar from those identified in early research on 
resilience (Rutter, 1979).  However, in economically disadvantaged children there is 
a greater range of environmental protective factors determining resilience than 
identified in this review which is likely to relate to the paucity of studies in this area. 
There is reason to believe that rather than acting in isolation, numerous 
protective factors interact and lead to resilient outcomes. For example, a ‘cumulative 
stressors’ model found children with individual strengths (e.g., high cognitive ability 
or well-adjusted temperament) were more likely to be resilient to maltreatment in 
situations of relatively low family and neighbourhood stress (e.g., maternal 
depression, parental substance misuse, social deprivation, neighbourhood crime and 
low social cohesion; Jaffee et al., 2007). Luthar and Zelazo (2003) emphasised the 
powerful influence that environmental factors appear to exert over individual 
attributes, and suggest that this may in part be due to the way the environment shapes 
a child’s character. Furthermore, Curtis and Cicchetti (2003) emphasise that 
resilience is a dynamic interactive process between multiple levels across time with 
no single factor holding primary importance at any given point.  
The studies reviewed suffer from numerous limitations which should be 
accounted for in future research. One of the main limitations is focusing on correlates 
of resilience rather than the process (Haskett et al., 2006). It is likely that this is 
because cross-sectional studies assessing resilience on one or more domains are 
easier than prospective or longitudinal studies that are more able to explore what 52 
 
factors are involved in the process of becoming resilient. Furthermore, our 
understanding of how to investigate the process of resilience is at present limited. 
More qualitative studies that offer the ability to generate hypotheses which can be 
empirically tested would be beneficial. 
Another limitation is, depending on the approach employed to define 
resilience (e.g., comparison within the sample, self-report, or the higher end of 
whatever variable is being measured), the population studied (e.g., combination of 
different types of abuse, comparison between maltreated and non-maltreated, or 
specific types of abuse), and the decisions about the criterion level for resilience 
(e.g., composite scores according to a range of domains, or scores on a single 
domain), rates of resilience and associated protective factors vary widely within and 
across studies therefore making comparison difficult and limiting the ability to draw 
meaningful conclusions (Heller et al., 1999).  For instance, assessing resilience 
according to a single domain results in higher rates of adaptive functioning (28-61%: 
Collishaw et al., 2007; Herrenkohl et al., 1994; Liem et al., 1997; Spaccarelli & Kim, 
1995), whereas using multiple domains results in much lower rates (13-18%: 
Cicchetti et al., 1993; Herrenkohl et al., 1994). Furthermore, assessing the stability of 
resilience over time results in even lower rates (9-12%: Cicchetti & Rogosch, 1997; 
Flores et al., 2005). Rates may also vary according to age, gender, and type of 
childhood trauma. Future research needs to allow the potential to be more specific 
about rates of resilience to childhood maltreatment. 
Furthermore, findings from studies with larger samples and stronger 
methodologies (e.g., Cicchetti & Rogosch, 1997; Cicchetti et al., 1993) imply that 
there may be different pathways to resilient adaptation depending on how resilience 
is viewed. For example, relationship factors may be more critical for resilient 54 
 
from drawing comparisons within maltreated populations as well as with other 
samples (Heller et al., 1999). 
Resilience is neither a fixed trait nor a universal construct (Luthar & Zigler, 
1991).  Collishaw and colleagues (2007) highlight that for some individuals 
resilience persists but for the majority it may only be present during specific periods.  
As such resilience appears to be both ‘fluid over time and limited in scope’ 
(Herrenkohl et al., 1994, p. 308). There is a paucity of longitudinal studies, these 
may be better able to explore the process of resilience and what factors lead to 
sustained resilience (Cicchetti & Rogosch, 1997; DuMont et al., 2007). It is likely 
that protective factors may be sensitive to developmental stage, and different factors 
may predict resilience at different stages of life (Haskett et al., 2006). Any change in 
circumstance alters risk and/or protective mechanisms therefore the process of 
resilience must change in order to enable individuals to continue to develop on a 
positive trajectory (Rutter, 1994). 
  Another consideration for future research is disentangling resilience from 
other related factors, such as coping. Throughout the literature there are references to 
coping as being involved in resilience (Bogar & Hulse-Killacky, 2006; Himelein & 
McElrath, 1996). Resilience is often considered a moderator for the negative effects 
of stress (Ahern et al., 2006), therefore the behaviours or actions employed following 
a stressful event may be considered the outcome. In this sense resilience has been 
found to moderate the relationship between childhood emotional neglect and current 
psychiatric symptoms (Campbell-Sills, Cohan, & Stein, 2006). Lazarus and Folkman  
(1984) consider stress to involve three processes: primary appraisal – the process of 
perceiving a threat; secondary appraisal – the process of bringing to mind a potential 
response; and coping – executing a response. Resilience might therefore be viewed 56 
 
attachment relationships, self-regulation, and autonomy. Considering the negative 
impact childhood trauma can have on these aspects such interventions would directly 
target potential protective factors. Parent skills training programmes such as the 
‘Incredible Years Parenting Programme’ are considered extremely valuable 
(Gardner, Burton, & Klimes, 2006; Patterson et al., 2002). 
In terms of interventions targeting individual attributes, Cognitive Behaviour 
Therapy (Beck, 1976, 1979) or Dialectical Behaviour Therapy (Linehan, 1993) both 
of which involve techniques aimed at enhancing confidence, self-esteem, emotional 
regulation, and problem solving skills would help promote resilience in maltreated 
children.  In addition, treatment approaches that involve cognitive restructuring may 
be useful for abuse-related perceptions and beliefs, such as Schema-Focused Therapy 
(Young, 1999).  Social skills training might also help individuals who have been 
exposed to childhood trauma establish and maintain interpersonal relationships 
(Haskett et al., 2006).  The literature reviewed offers little guidance as to 
interventions that might be aimed at wider social environmental factors. However, in 
light of the reciprocal and transactional influence of child attributes on their family 
and wider social context (Cicchetti & Toth, 1997) it is likely that interventions 
directed at any one level will have some positive influence on other levels (Haskett et 
al., 2006). 
In brief, despite the focus on correlates of resilience as opposed to its 
developmental process, existing literature offers an excellent foundation for 
continued theoretical and scientific understanding of the processes associated with 
resilience to childhood trauma. In this respect further research will provide the 
building blocks for prevention and intervention efforts for individuals who have 
suffered such maltreatment.     82 
al., 2000; Toro et al., 1995). These factors together with a lack of skills, 
opportunities, and support to cope with daily stressors or compete in the housing or 
employment market also serve to perpetuate homelessness (Morrell-Bellai et al., 
2000; Slade, Scott, Truman, & Leese, 1999).   
In the context of such macro factors are individual micro factors (i.e., risk 
factors) which render certain individuals more vulnerable. These include for 
example; family and relationship breakdown, mental illness and substance misuse, 
leaving institutional settings (e.g., local authority care, criminal justice system, or 
armed forces) and childhood abuse or neglect (Caton et al., 2005; Koegel, Melamid, 
& Burnam, 1995; Morrell-Bellai et al., 2000).   
Numerous pathways lead to homelessness, which involve certain 
predisposing factors rendering an individual at risk (e.g., childhood trauma). These 
contribute to subsequent events or conditions (e.g., mental illness or substance 
misuse) which combined with certain precipitants (e.g., leaving care, parental 
separation, or loss of accommodation or employment) result in homelessness (Crane 
et al., 2005; Maguire, 2006; Martijn & Sharpe, 2006; Sullivan, Burnam, & Koegel, 
2000). Many of the original risk factors that contribute to becoming homeless also 
serve to perpetuate homelessness (e.g., increased psychological or substance use 
disorders, traumatic incidents, and criminal activity; Morrell-Bellai et al., 2000). 
It is evident that homeless persons have multiple and complex needs, and 
may be considered a population at-risk. It is unclear however what factors may help 
protect homeless persons from suffering further adversity. Although homelessness 
has received substantial research attention and interest from policy makers (Warnes 
et al., 2003) over the past decade, much of the focus has been on psychosocial factors 
with far less attention on the temporal sequence involved in becoming and remaining   84 
& Moss, 2004), psychosis and schizophrenia (Read, van Os, Morrison, & Ross, 
2005), and alcohol/drug dependence (Polusny & Follette, 1995).   
Understanding the relationship between childhood trauma and later 
psychological difficulties might offer some insights into homelessness. There is some 
evidence that homeless persons who have experienced child abuse have increased 
rates of mental illness and substance misuse (e.g., Davies-Netzley et al., 1996; Rew, 
Taylor-Seehafer, & Fitzgerald, 2001a; Stein, Leslie, & Nyamathi, 2002).   
A significant proportion experience a range of mental health and substance 
misuse difficulties which are disproportionately high compared to the general 
population (Fischer & Breakey, 1991). Government statistics indicate that between 
30-50% of rough sleepers suffer mental health problems (Warnes et al., 2003).  
Furthermore evidence indicates that around 85% have a major mood or anxiety 
disorder (Christensen et al., 2005), 60-90% exhibit symptoms of antisocial 
personality disorder (Maguire, Keats, & Sambrook, 2006; North, Smith, & 
Spitznagel, 1993), 70% misuse substances (Goering et al., 2002) and 10-20% have a 
dual diagnosis (i.e., severe mental illness and substance use disorder; Drake, Osher, 
& Wallach, 1991). 
It is unclear whether such psychopathology is a cause or consequence of 
homelessness (Snow & Anderson, 1993). Although for the majority mental illness 
precedes homelessness (North, Pollio, Smith, & Spitznagel, 1998), rates of drug and 
alcohol and/or psychological disorders significantly increase after four years of 
homelessness (Martijn & Sharpe, 2006) and may also be associated with chronic 
homelessness (North et al., 1998). The relationship is likely to be multi-directional 
(Johnson, Freels, Parsons, & Vangeest, 1997).   86 
experience (i.e., experiential avoidance), or using alcohol and/or drugs excessively
10, 
and can be broadly grouped into either adaptive or maladaptive coping strategies.   
There is limited evidence of an overall coping style in homeless persons, 
disengagement which involves problem avoidance, wishful thinking, avoidance of 
negative emotions and thoughts, and social withdrawal may be common (Votta & 
Manion, 2003). The unhelpful behaviours that homeless people frequently engage in 
may be indicative of a more maladaptive coping style. Certainly avoidant coping, 
social withdrawal, anger, and the use of drugs and/or alcohol as coping strategies 
have been highlighted in the homeless population (Kidd, 2003; Kidd & Carroll, 
2007; Taylor-Seehafer, Jacobvitz, & Steiker, 2008). 
Such maladaptive coping may arise as a result of early traumatic experiences. 
There is some evidence that in general individuals who experience CSA engage in 
more maladaptive strategies such as avoidant or disengagement coping (Coffey, 
Leitenberg, Henning, Turner, & Bennett, 1996; Leitenberg, Greenwald, & Cado, 
1992; Shapiro & Levendosky, 1999) which is also related to poorer psychological 
adjustment (Leitenberg et al., 1992). Limited evidence demonstrates this link in the 
homeless population (Chen, Tyler, Whitbeck, & Hoyt, 2004; Famularo, Kinscherff, 
Fenton, & Bolduc, 1990; Johnson, Rew, & Sternglanz, 2006; Ryan et al., 2000).   
If maladaptive coping contributes to remaining homeless by increasing the 
likelihood of repeated tenancy breakdown or other negative outcomes (i.e., further 
experiences of trauma, development of physical and/or psychological health 
problems, and substance misuse) then promoting and enhancing more adaptive 
functioning (i.e. resilience) might help break the cycle of repeated tenancy 
breakdown and chronic and repeated homelessness. Levels of resilience are thought 
                                                 
10 See Measures section within the Methodology for further details.   88 
were salient themes related to resilience (Lindsey, Kurtz, Jarvis, Williams, & 
Nackerud, 2000; Rew & Horner, 2003; Williams, Lindsey, Kurtz, & Jarvis, 2001).  
The only empirical investigation, found relatively high rates of resilience in 
homeless youths using a standardised measure (Resilience Scale: Wagnild & Young, 
1993), and despite being socially disconnected, those who were resilient were less 
lonely and hopeless, and engaged in fewer life-threatening behaviours (Rew, Taylor-
Seehafer, Thomas, & Yockey, 2001b). Such evidence implies that relatively high 
levels of resilience may reduce homeless people’s propensity to engage in 
maladaptive coping behaviours. Further research is necessary to elucidate the exact 
nature of resilience in homeless people. 
Resilience is often considered a personality characteristic that moderates the 
negative effects of stress and promotes adaptation (Ahern, Kiehl, Sole, & Byers, 
2006; Wagnild & Young, 1993). Evidence implies that resilience could moderate the 
relationship between childhood trauma and particular negative outcomes such as 
psychiatric illness or unhelpful coping behaviours. For instance, retrospective reports 
of high levels of childhood emotional abuse were found to be related to high levels of 
current psychiatric symptoms in individuals lacking resilience (Campbell-Sills, 
Cohan, & Stein, 2006). Therefore promoting and enhancing resilience in individuals 
with a history of childhood trauma could improve not only their coping mechanisms 
but also their current life circumstances.   
Indeed, not all individuals exposed to childhood trauma experience long-term 
negative consequences, a growing body of evidence suggests a small proportion, 
commonly around one fifth, remain resilient (e.g., Cicchetti & Rogosch, 1997; 
Herrenkohl, Herrenkohl, & Egolf, 1994). It is possible therefore that a proportion of 
homeless individuals are resilient despite their frequent histories of childhood   118 
with engaging in adaptive coping strategies. Although not in the direction predicted 
this is consistent with the idea that resilience may be beneficial for the way homeless 
people cope with their disadvantaged status. Notably the absence of an association 
between resilience and childhood trauma, and resilience and maladaptive coping 
supports Baron and Kenny’s (1986) suggestion that when using regression to test a 
moderator effect, it is easier to interpret a significant interaction if the moderator 
variable does not correlate with the predictor or outcome variables. 
The key finding indicates that resilience moderates the relationship between 
childhood physical abuse and maladaptive coping. Specifically for homeless 
individuals with high levels of resilience, the level of childhood physical abuse 
experienced predicts the amount of maladaptive coping in adulthood. For individuals 
with lower levels of resilience the relationship between maladaptive coping and 
childhood physical abuse was less significant. It appears that overall the majority of 
homeless individuals engage in high levels of maladaptive coping, with perhaps the 
exception of those who are both highly resilient and have not experienced severe 
childhood physical abuse. The findings although unexpected, might suggest that 
resilience has a greater protective effect against maladaptive coping for individuals 
reporting lower levels of severity of childhood physical abuse, however further 
research which attempts to replicate these findings would be helpful. 
One possible explanation for such findings might be guided by the theory of 
learned helplessness (Seligman, 1975). In the sense that homeless individuals may 
have lost their belief that their actions can influence their circumstance, as a result of 
the daily assaults on their sense of personal control (Goodman, Saxe, & Harvey, 
1991).  They may therefore feel quite helpless and engage in unhelpful methods of 
coping (e.g., using drugs and/or alcohol, engaging in violence or criminal behaviour,   121 
For instance, those homeless individuals with high levels of resilience who 
have experienced more childhood physical abuse and engage in more maladaptive 
coping, might benefit from a combination of CBT and DBT interventions aimed at 
reducing maladaptive coping, reinforcing protective factors (i.e., resilience), and 
addressing underlying issues related to childhood physical abuse. Whilst, for those 
individuals with low levels of resilience who engage in high levels of maladaptive 
coping regardless of the severity of childhood physical abuse, the emphasis may be 
on CBT interventions aimed at enhancing protective factors whilst also reducing 
maladaptive coping. Reducing such unhelpful methods of coping could lead to 
homeless individuals being able to maintain temporary accommodation and work 
towards integrating back into society (by finding employment, and improving social 
and economic circumstances).  
The group that appear to warrant a different focus are those with already high 
levels of resilience who have experienced less childhood physical abuse and engage 
in less maladaptive coping. Interventions with these individuals could focus less on 
behavioural aspects such as coping strategies and more on psychosocial factors such 
as employment. It is possible that because this group engage in less maladaptive 
coping that they are already better able to maintain their tenancies and may therefore 
be less likely to remain in the cycle of repeated homelessness, therefore focusing on 
psychosocial factors may better support them in integrating back into society. 
Furthermore, specific approaches targeting substance misuse may also be 
beneficial, especially in light of the rate of drug and alcohol use reported within this 
study. Motivational Interviewing (Miller & Rollnick, 2002) which aims to elicit 
behaviour change through exploring and resolving ambivalence could be beneficial   123 
study to specifically explore overall coping style and the relative influence of 
resilience. Considering the clinical implications and strengths of the research, a 
number of limitations also warrant discussion.   
Cross-sectional measurement limits the ability to draw firm conclusions about 
the temporal sequence of the relationship between variables. This paper proposed 
that resilience influences maladaptive coping, however it is equally plausible that 
coping could influence levels of resilience. Similarly there may be other factors that 
influence the type of coping employed by homeless people (e.g., emotional 
dysregulation, experiential avoidance). In addition, the cross-sectional nature of the 
study precludes the ability to understand whether maladaptive coping strategies 
preceded the onset of homelessness, although almost 60% of the sample reported the 
use of alcohol and/or drugs as one of the reasons for becoming homeless which 
offers some insight into the sequence of events.   
The sample was relatively homogeneous (i.e., white British males) however it 
was not representative of the broader range of people now experiencing 
homelessness (i.e., women, minority ethnic groups, and adolescents; Warnes et al., 
2003). Furthermore, although the sample included individuals considered the ‘hidden 
homeless’ there may have been a selection bias only recruiting people who accessed 
services. 
The lack of a consistent definition of homelessness leads to difficulties 
comparing findings across studies. This study used a broad definition leading to a 
sample of individuals predominately considered chronically or repeatedly homeless, 
therefore individuals homeless for short periods of time were not represented. 
Another limitation was that individuals who took part could have been under the 
influence of drugs and/or alcohol therefore increasing the likelihood of inaccuracies   126 
Further exploration of coping would offer valuable guidance for suitable 
ways to intervene or prevent homelessness. This might involve the exploration of 
specific maladaptive strategies and mechanisms which drive them (i.e. emotion 
dysregulation, experiential avoidance, learned helplessness), in addition to the nature 
of adaptive methods which could be used to enhance opportunities of success. 
Research that confirms the exact influence of resilience on coping in the 
homeless is also warranted, in addition, to developing a better understanding of the 
influence of childhood trauma on resilience in this population. The exact nature of 
the relationship between resilience and specific coping strategies rather than overall 
maladaptive approaches requires further exploration. Whilst the moderating 
influence of resilience on childhood trauma and coping style in adulthood requires 
replication, especially to uncover whether this relationship only exists in the case of 
physical abuse. If this is the case it would be important to investigate if there is 
something specific about the nature of physical abuse that influences resilience. 
In line with resilience research, investigations within the homeless population 
might also benefit from exploring salient protective factors for successful adaptation, 
taking into account the limitations within this field. Overall future research with the 
homeless population would benefit from improved methodology, such as larger 
samples enabling more sophisticated analysis, prospective or longitudinal designs 
offering more opportunity to understand the temporal sequence of certain factors, 
and more innovative methods of recruitment in order to include a wider variety of 
homeless people (e.g., females, ethnic minority groups, rough sleepers). Especially 
important is accessing the street homeless; who are underrepresented within 
investigations because they are difficult to access however may have the most 
significant difficulties and require even more support. Finally, research also needs to   155 
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 Would you like 
to receive a  
£6 ASDA voucher £6 ASDA voucher £6 ASDA voucher £6 ASDA voucher 
for 1 hour of your 
time taking part in 
a research study? 
       
       
If you would like to find out 
more, please take a flyer or 
speak to a member of staff 
       
We are Trainee Clinical Psychologists and are 
hoping our research will help understand some 
of the difficulties homeless people face and 
contribute to improving the support services 
available to you   166 
The overall results of this study will be written up in a report.  All reports and 
publications will be completely anonymous and will not mention your name.  We are 
happy to provide you with a summary of these results when they are available if you 
would like.   
Some of the questionnaires you will be asked to fill out may make you feel upset or 
distressed.  If you become upset or distressed while filling out the questionnaires, 
you will be free to stop participating and support will be available if you would like 
it. 
Does anyone have any questions? 
If you have questions about your rights as a participant in this research, you can 
contact the Chair of the Ethics Committee whose contact details are on the 
information sheet. 